fractures, particularly in younger patients, he rarely plated, while in oblique fractures plating the radius, at any rate, was usually necessarv.
Ischaemic paralysis he regarded as excessively rare in forearm fractures: in his experience it had occurred with grossly displaced supracondylar fractures of the humerus. He could not help feeling that direct pressure by the displaced upper fragment at the bend of the elbow was responsible for the interference with the blood-supply, and not the pressure of splints applied to the forearm, though this might well be a contributory factor.
As to fractures of the head and neck of the radius, he certainly favoured the "wait and see " policy. If a fragment of the bead were grossly displaced or the head itself was loose and markedly rotated, he favoured immediate operation, but he would not remove more than was absolutely necessary, and in any doubtful case he would postpone operation. Removal of the head of the radius should not be lightly undertaken, as a grave disability might follow. He had seen a child of 12 whose right arm was 21 in. shorter than the left and was hardly used at all. The head of the radius had been removed, no doubt correctly, at the age of 3 for injury. The disability that sometimes followed removal of the radial head in adults was, he believed, well recognized.
Dr. JAMES MENNELL
suggested that various advantages were to be gained from treating the shafts of both bones of the forearm in extension, using a moulded gutter splint to maintain position. He emphasized the importance of the oblique fractures of the shaft of the ulna which allowed of the upward dislocation of the head of the radius in front of the lower end of the humerus; as, although the fracture was comparatively rare, he usually saw it at a late stage when it was a question of trying to relieve someone who had fallen into the trap by not recognizing the condition present.
Speaking of the transverse fractures of both bones, he said he felt that reduction of the overlap, if it could be effected at all, could only be performed very soon after injury, and that futile attempts to secure a well-nigh impossible objective would often do far more harm than good. If these patients for some reason or another were not subjected to operation, it should be possible to guarantee a minimum of 903 of rotation of the forearm.
He advocated the use of full passive movement, from the outset, of fractures at the head of the ra(lius when it was certain that synovial fluid had escaped between the fragments, but he strongly warned against the abuse of early movement in cases in which there was the least chance of the synovial fluid failing to act as an impediment to new bone formation.
As regards operation, if there seemed to be no chance of regaining 600 of pronation and supination, it would, he thought, be better on the whole to excise the head of the bone at the early stage instead of waiting. In this instance, as in all other cases in which rotation was certain to be limited in the end, it was better not to aim at securing complete supination, as the most useful range for 900 of movement was 450 on each side of the mid-position.
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